operation in the more usual positions. At any rate, the records which I have been able to trace, and which are mentioned above, of needling and of anterior pericardotomy, do not seem satisfactory in their immediate results for one reason or another.
Dr. IRONSIDE BRUCE said that he had had the opportunity of demonstrating the presence of pus in the pericardium by X-ray in two cases. The first one was a case of acute osteomyelitis, in which, clinically, pus in the pericardium was suspected. On X-ray examination its presence was clearly to be made out. He exhibited an enlargement of the radiogram of this case and, for purposes of comparison, a similar enlargement of a normal thorax. He thought the contrast was sufficiently obvious, displaced the cardiac opacity towards the left, otherwise the spherical shape of the pericardium containing pus can be observed, as also sharpness of outline. Dr. Bruce expressed the opinion that on X-ray examination the appearance presented by the cardiac opacity is sufficiently characteristic when pericardial effusion is present to make the diagnosis of this condition a matter of no great difficulty.
Mr. LYSTER said, in response to the President's invitation, that he had little to communicate, as he had come to learn. He had not had much opportunity of examining pericarditis, but it seemed clear that the definite outline and the spherical shape of the pericardium seen by X-ray examination formed the most marked features. The ordinary movement of the heart could not be seen, especially low down, when there was effusion. He thought he had detected, in one case, that there was some movement at the upper part of the pericardium. But at a previous examination there was no movement of the heart visible at all. He had no doubt it was possible by means of the X-rays to make a distinct diagnosis of even small quantities of fluid within the pericardium.
Dr. F. J. POYNTON said his remarks would be confined to the condition in children; and he had to thank Dr. Owen, of University College Hospital, and Dr. Frew, of Great Ormond Street Children's Hospital, for helping him with the elaborate records which they had prepared. A large pericardial effusion in a child was an exceptional event. Though he was interested in rheumatism, he had not seen a case of rheumatic pericarditis in a child which had needed an operation on account of the amount of effusion. In 1907, in a discussion at the Medical Society of London, he pointed out that pneumococcal pericarditis in children was a disease, to a great extent, of very young children.
He there analysed the records of 100 cases, and found that 66 per cent. of them were under 3 years of age, and 80 per cent. under 4 years. He was not in agreement with those who looked upon that pneumococcal pericarditis as spreading from the lung or pleura; the evidence, in his opinion, was not at all in favour of that. He thought it was frequently a direct infection. One of the most interesting points connected with that form of pneumococcal pericarditis was the length of time that it lasted. The child might have pericarditis for months, judging from the history and the post-mortem details. There seemed to be two main points in the present discussion. The first was as to how often a pericardial effusion Was, by its mechanical properties, a danger to the
